Many attempts have been made to establish a pathological basis for 'fibrositis,' and none has been successful. In fact, ' fibrositis ' is neither a pathological nor a clinical entity; patients so diagnosed may have any one of a number of painful disorders, of which tension pain is one.
In the earlier writings on stress disorders, and in some present-day studies as well, there has been a tendency to formulate the diagnosis in terms of a psychiatric illness to which the physical symptoms are an appendage: for example, ' anxiety state with bodily pain.' This kind of formulation is misleading, since the pain is primary and not secondary, and tension pain is a disorder in its own right.
Tension pain can of course co-exist with other stress disorders, and with organic rheumatic disorders, such as degenerative joint disease.
Tension pain is real. The distress which it causes has been called ' imaginary,' but this is a term of abuse and has no place in a clinical record.
No one who has dealt with these patients could believe them to be malingerers. It is true, however, that the disablement which this disorder causes is often masked, since most of the patients are women, and many are housewives who can take a rest when they need one.
Case Series under Review
The case material for this study is a series of 50 patients from the Department of Physical Medicine at University College Hospital. It is a selected group, in that the patients were referred for psychiatric investigation and treatment. A further selective factor is that only those patients with whom I could maintain contact were included in the series; a number who did not attend when they were asked to, or did not reply to letters, were dropped. This question of failure to keep contact with the clinic will be mentioned again below.
The age range of the series is 25 to 74, and the mean age 46. Only four are men, and this is in accord with general experience, that tension pain is more common in women. The period of observation ranged from five months to 24 months, the mean being I5 months.
Method
The patients were first seen in the Department by a physician. The psychiatric examination was carried out in an adjacent room in the same clinic, the patients being told simply that they were to be seen by another doctor who might be able to help in the treatment of their disorder. They were not, in other words, sent off to another department, but seen and treated in the same setting as all the August I958 other patients; by this means, resistance to a psychiatric approach to the illness was kept to a minimum. The patients were all seen more than once, the mean number of interviews being six. In some cases the patient's relatives were seen as well, in order that a more complete picture of the nature of the illness and its background could be built up. It was possible to reach a satisfactory understanding of the psychophysiology of the disorder in most of the patients; in a few the meaning of the pain to the patient and its place in her life adjustment were not clear.
Each patient was given a thorough physical examination and such special investigations as seemed appropriate. The physical condition of these 50 patients may be summarized in the statement that no organic state adequate to account for the discomfort could be found in any of them, though some had joint changes of the osteoarthritis type.
Clinical Characteristics of the Pain Experience Site
In general, the pain was felt over a wide area and was symmetrical about the body axis. In eight patients the area was so large as to merit the description ' pain all over.' In three patients, the pain was limited to one side only. The most common site was the back, and the next in order of frequency were: neck, head, abdomen, legs, arms, thighs, buttocks, shoulders. Less often there was pain in the chest, hands, feet or face. Pain was felt much more often on the back surface of the body than on the front.
Quality
Many terms were used by the patients to convey the quality of their pain: pricking, heavy, jabbing, toothache, dragging, cold, sore, drawing, cramping, burning, gripping, knives. Some patients said, ' Can't describe it, Doctor.' Many patients complained of more than one type of pain; one (Case 7) spoke of seven different kinds of sensation.
Each patient was given a pain chart (a body outline on quarto paper) and asked to mark on it all the pains they felt; the quality of each pain, in the patient's own words, was then written beside it.
The device of the pain chart we owe to Harold Palmer, and it has proved extremely useful in the study of tension pain. Indeed, the chart in itself, in these patients, is often so characteristic that the diagnosis can be made on that alone. When necessary a fresh chart was marked up at later attendances, and the variation of pain over the course of time could thus be recorded. 
Time Relations
In most patients, the pain tended to be more or less constant throughout the day; in some it grew worse with fatigue. The relationship in time between intensity of pain and degree of stress was, in the majority, close; in some patients, such a relationship could be demonstrated only at certain times. Similarly, the onset of pain followed a disturbing experience in most of the patients studied, though in a few the ' conclusive. Ellman and his co-workers concluded that a complaint of vague shifting pains suggested an underlying emotional disorder, while a complaint of localized pain pointed to organic change. In this series, pain in one or several areas, which did not move about, was the rule rather than the exception, and the pain experience, although it might be described in unusual terms, was not at all vague.
In order to comprehend fully the background of illness, it was as a rule necessary to extend the enquiry beyond the patient to other members of the family.
Case 20. A woman of 43 described pain in the back, shoulders and chest of a burning and aching character, fatigue, and depression. ' It all began when my husband had fits. Once I heard nothing for six weeks, then he came back with his head all bandaged, and didn't know me.' The household consisted of her husband and his mother, and a daughter of i9 (Maud), and all four were ill. At the time of her first visit to the clinic her husband was confined to bed. ' Mother-in-law has been queer. She's 77, and can be very awkward.' Maud suffered from severe period pain, and later was referred to a gynaecological clinic.
This was an illness of a family group rather than an individual patient; fluctuations in her dis-comfort were related to ups and downs in the behaviour and health of the other three in the group.
Therapy and its Results
The principal methods were brief psychotherapy, sedative drugs in small doses, and techniques of relaxation. In many of the older patients, reassurance and emotional support were the only practicable measures. The technique of muscle relaxation, as taught by the physiotherapists, was very beneficial to some of the patients, but -of little value to others. The argument against the use of physical treatment, such as diathermy, in tension pain is a strong one; that its use sets up the presumption in the patient's mind that the disorder is of physical origin, and that she need only submit to the treatment and ' let the doctors make her well.' This presumption is a considerable handicap in the continuing management of tension pain, since the patients come to expect that they will recover through activity of the doctor or the physiotherapist, whereas in fact the effort must be a joint one.
The One patient said she had quite recovered, and now suffered no pain at all.
Case 34. A woman of 6z drew on her chart a symmetrical pattern of pain down the spine and across the shoulders, described as ' excruciating, indescribable,' and pain drawn as a cap about the vertex, 'like a blow.' She was depressed and suffered from psoriasis. The pain began shortly after her son came home from Germany. 'He worries me. He's a bad boy; is seriously ill, was injured in Germany. Fear he won't write to me, ignores me. It's nerves. I've been good to him. Husband's turned against him. I know he's ill. I've only met his wife three times. I worry about it when I'm alone.' She was so depressed that electroplexy was contemplated, but a month later the depressive state had cleared, and with it the pain; 14 months later she reported that she was ' very fit and well, and so much better I am able to do eight hours work a day out of my home.' In this patient the illness was a reaction to the 'loss ' of her son.
Three patients had improved with treatment, and then relapsed under stress. An example is given here.
Case 43. A woman of 50 described 'terrible' pain in the arms, legs, back and neck, palpitation and shakiness. She was very tense, and said, ' I'm keyed-up always. Father's been ill for two years. I've had a lot of worry.' She was taken on for treatment by narcoanalysis, and showed some improvement. Eight months later, she reported, ' I went away for a holiday, and felt much better, although I still had the pains in my head, but unfortunately for the past month I have been very upset over family affairs and have not been at all well; in fact T panic at the least thing and shake all over, also am very depressed. My rheumatism was less severe but it has now all come back again.' Thirteen patients said they felt much better and had only slight pain, or pain at intervals. These were in the main patients who had attended regularly for psychotherapy; the mean number of interviews was eight. Changes in the circumstances of life contributed to the improvement in several patients; for example, one woman who had suffered much ill-treatment at the hands of her husband reported that she was very much better, and had less pain; her husband had reformed, and she had a new flat. Relief of tension through ventilation of feeling at interview, and increase in insight and tolerance were the principal therapeutic agents.
Case I3. A woman of 39 described a ' hammering ' pain in the head and neck, and aching pain in the shoulders and back, lack of energy, poor sleep, depression and period pain. The headaches were of migrainous type. She was very concerned about her husband, and about her son. The son was 12. 'He's gone through a funny period. Only child. I want to face up to my difficulties. I'm responsible for Tim. I had no mother.' She was so worried about Tim that it was thought best to send her for advice to a Child Guidance Clinic. At her interviews in the clinic, she spoke freely about her husband: He's so unreliable-lying, cheating, horrible. It's gone on for years. More than I can stand. I would leave him if it weren't for Tim.' She knew from experience that both the muscular pain and the 'bilious attacks' followed stress. She attended eight times for interview, and 2o months after her first visit reported that she felt better, and was little troubled by pain if she could work at her own pace. Reassurance about Tim's well-being had helped her considerably.
The factor of utilisation of pain was not prominent in this group.
In spite of all our efforts, the patients in Group 4 did not improve. The mean period of follow-up of this group was I4 months, and an appraisal of their clinical state at the time of follow-up led to the conclusion that treatment had not helped them in the least. The group included eight who were seen more than five times each, and in all of these an attempt was made to help the patient understand the meaning and purpose of the disorder, and to attain a better adjustment to life, but the attempt plainly did not succeed.
When we come to examine the reasons why the tension pain, in this group of 22 patients, resisted our therapeutic endeavours, the following may be suggested: (a) An environmental situation so uncomfortable that the patient, although of reasonable intelligence and resilience, could not tolerate it without symptoms (six cases). Case I9. A woman of 53 marked on her pain chart large areas on the thighs, arms, hands and head; the pain was described as 'toothache.' She was so depressed that at times she wondered if life was worth living. The illness began during the war, after the death of her daughter. ' She died after a manipulation. There was an inquest.
It played on me. That was the start of it.' She had been a widow for I4 years, and then remarried, but ' it didn't work out. He was a real nagger. Had an ulcerated leg. I had to go to the Probation Officer. Husband had three goes at mending his ways, but got no better. After he died, in 1951, I had a relapse. I had held it at bay.' When she first came to the clinic, she was living with her father. 'He's an awful trouble. Is old. Swears at me. He's ill, always calling on me. Get browned-off. I get angry and walk out. He has a terrible temper. Used to hit mother. He lost &6,ooo on the dogs. Anger makes my legs ache.
There's no-one to talk to. Father is damned hateful.' The only way the patient could find of escaping from home was to do a part-time sedentary job, but she had while at home to wait upon her father, who was crotchety and ungrateful, and her life was unsatisfying and narrow.
(b) Incapacity to adapt to life circumstances by reason of limited intelligence, or emotional instability, or both (ten cases).
Case 4. A woman of 57 complained of burning pain in the head, neck and face, a feeling of discomfort or ' staring ' in the eyes, tension, irritability and dyspnoea. She was an inhibited person with an immobile expression, whose immobility covered a good deal of aggression. ' I get rude to people, then feel sorry. All over the place if I'm worried. Think it's a nervous trouble. Feel the tension. I don't want to be angry. Really I like people, and don't want to annoy them, but am highly-strung, sensitive. Not right for my eyes to look as they do. I look different to others. Relations comment on it rudely. Feel self-conscious. Feel my eyes are fixed.' When asked what was the main source of tension, she replied, ' my general irritability.' This and her rather paranoid attitude towards the world had led to a protective self-isolation; she could not adapt to everyday life and retreated into a little haven of her own. The illness in this patient was an essay in the handling of aggressive impulses.
(c) Utilisation of illness: ' pain with a purpose' (four cases).
Case 3 I. A woman of 27 described aching pain in the back and a drawing pain in the perineum. 
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She had suffered some pain in the back from the age of I9, but it did not get really troublesome until just before her marriage. ' I knew nothing of sex, had no interest in boys. Husband was the first boyfriend. On my honeymoon, was shocked, had pain, was very upset. Now I refuse him a lot, and this upsets both of us. Don't have any urge for intercourse.' The patient was a timid, dependent person, much attached to her mother; she seemed quite unable to accept an adult role in sexual relations, and her pain served as an effective defence. At the time of follow-up, she reported 'the pain is as bad as it was. Treatment at the clinic made it worse, not better.' This patient failed appointments which had been made for her, and it was felt that she had no real motive for recovery at all.
(d) The puzzling case, when the pathogeriesis of the pain was quite obscure (two cases).
Case 40. A woman of 43 complained of pain of thumping or throbbing character in the temples, pulling pain in the neck and in the right arm, tension and depression. At interview she was so extremely tense and tremulous as to suggest a thyrotoxic state. She had spent some weeks in hospital the year before with an illness of uncertain origin which suggested an encephalitis. She said her pain had begun at the time of a lumbar puncture in hospital. She had suffered from anxiety symptoms for some years before this illness, and had had two or three' nervous attacks.' She did not benefit from Thiopentone treatment, and the tension state became so acute that she was recommended for admission to a psychiatric clinic She would not remain there, however, and discharged herself after ten days. ' I still have dreadful pain in the head and neck. Nothing relieves it.' No outstanding cause for the tension could be found in her history or home situation, and the only conclusion we could arrive at was that the illness was perhaps a consequence of physical changes in the nervous system following an encephalitis in a person of anxious disposition.
Psychophysiology of Tension Pain
No consistent personality type was found in this series, which contained some obsessional people, some with an hysterical disposition, and some who might almost be classed as normal people in difficulties. If this series is representative, the utilisation or exploitation of illness in patients with tension pain is more common than in patients with migraine, say, or duodenal ulcer; the failure to maintain contact with the clinic, and the disappointing results of treatment also point in the same direction, namely, that tension pain seems to be more often employed to some purpose in the patient's mental economy than is usual with other stress disorders.
It would make for neatness if we could say that the emotional ' charge ' which found bodily expression as pain in these patients was uniformly aggression, but this does not conform with clinical observation. If the doubtful cases are omitted, the emotional state in the remainder covered a wide spectrum which included anxiety, grief, guilt, depression, and disappointment as well as the aggressive emotions, and in many patients the emotional state was a blend of several of these. An arbitrary division of the series can be made on the basis of the predominating affect: anxiety i9 cases, pent-up aggression ten cases, depressive state I9 cases.
Fear of cancer, or other ominous disease, was mentioned by many patients. The notion of pain as a penance, in expiation of strong irrational guilt-feelings, was often useful in comprehending the meaning and purpose of the illness. In some of these patients, the enduring of a painful illness was less unpleasant than facing up to the reality of their deeper feelings.
The reasons for the' choice' of bodily pain as a mode of stress response were not always clear. Some patients took over the illness-pattern of pain or ' rheumatism ' from a parent, and the mechanism of identification with a loved person who is ill operates here.' In others pre-existing organic change (for example, degeneration in a joint) determined the 'focusing' of symptoms in a particular area. Discomfort was often found to be experienced in an area which had been the site of pain during an earlier illness or injury.
An important practical'outcome of this study is that it may help us, in the future, to' select out ' those patients who are unlikely to do well with any therapeutic measure, so that the time of physicians is not taken up on such patients when it can be more profitably employed elsewhere.
Incidence
The incidence of tension pain is not known, but from the evidence we have it may be presumed to be a fairly common disorder. Halliday' showed that ' fibrositis,' or one of its synonyms, was the label applied to io to 15 per cent. of the insured population incapacitated for work. Hench and Boland5 reported that 'psychogenic rheumatism' was the second most common diagnosis in the first i,ooo cases at the Rheumatism Centre of the Army and Navy General Hospital. Referral 
